SUMMARY This report presents a patient with an unusual clinical course associated with a mitral "mass" recorded by M-mode and cross-sectional echocardiography. The "mass" was confirmed at operation to be redundant myxomatous mitral valve leaflets. The problem of echocardiographic resolution in the setting of mitral valve prolapse and of the differential diagnosis of a mitral mass is discussed in detail.
M-mode and two-dimensional echocardiography are extremely useful in showing normal and abnormal mitral valve motion. I We report an unusual case of a patient with a mitral "mass" documented by M-mode and two-dimensional echocardiography, presenting with possible emboli from the mitral valve, who was found at surgery to have grossly flail and redundant anterior and posterior mitral valve leaflets. The importance of recognising that mitral valve prolapse can progress to flail mitral leaflets and the difficulty of documenting a true mass by M-mode as well as two-dimensional echocardiography in this setting is emphasised. The differential diagnosis is also described in detail.
Case report
The patient was a 55-year-old white man. He was well until 1940 when on physical examination he was noted to have an apical systolic murmur. He was given prophylaxis for bacterial endocarditis. The patient did well until 1964 when he noted the onset of bilateral blurred vision, which he described as "like wearing dirty glasses". The pressure of 18 mmHg. The inferior vena cava and right atrial angiograms by hand injection were normal. Pulmonary angiography in the right anterior oblique projection showed a sizeable "mass" in the laevophase on the mitral leaflets moving back and forth into the left atrium, which was severely dilated. Coronary angiography was normal.
On With the advent of two-dimensional echocardiography, there was new hope of additional accuracy in the detection of vegetations, tumours, and flail mitral valve, especially in patients with mitral valve pro-407 lapse.'0'1 Our patient's two-dimensional echocardiogram ( Fig. 2A and 2B) shows apparent masses or thickening on both the anterior and posterior mitral valve leaflets prolapsing in real-time into the left atrium. The apical view was specifically selected for its sensitivity in detecting the structural abnormality of the mitral valve and its apparatus. The findings were suggestive of vegeations, tumours, flail leaflets, or mitral valve prolapse. The lack of resolution by the two-dimensioal echocardiogram in delineating the multiple folds of both leaflets renders a definitive diagnosis of mitral valve prolapse difficult and indistinguishable from the other entities discussed. Future application of this technique will depend upon improving its resolution and studying its sensitivity and specificity in a large population of patients with suspected mitral valve prolapse.
Although the absolute diagnostic criteria for mitral valve prolapse have not been established, the left ventricular angiogram has been considered to be the most accurate laboratory test available, though it has limitations, especially with anterior leaflet prolapse. Our patient's angiogram in the rightanterior oblique projection showed an abnormal ma'ss or bulge moving backward into the left atrium and forward into the left ventricle. The mass or bulge projected not only anterolaterally but also anterosuperiorly, suggesting involvement of both leaflets. There was no cleft or radiolucency seen between the anterior and posterior leaflets nor any temporal dissociation between the leaflets. Furthermore, differentiation of a mass from prolapse of both leaflets by angiography was difficult for two reasons: (1) a pulmonary angiogram was done rather than a left ventricular angiogram for fear of dislodging a portion of the mass. This resulted in less contrast than necessary to visualise combined leaflet prolapse, and (2) 
